protease inhibitor and/or nonnucleoside reverse transcriptase inhibitor drugs. Therapy involving these two types of drugs, which were approved for use after 1995, is known as highly active antiretroviral therapy or HAART.
This disparity in prescribing for men and women was reflected in prescription drug expenditures. The average annual drug expenditure for men, $9,037, was more than twice the $3,893 spent for women's medications. Women, on average, had total health care expenditures of $10,397 in 2000, while total health care expenditures for men averaged $16,405 that year. Almost all of this difference resulted from lower payments for drugs for women with HIV disease.
The findings from this study are surprising, since the study participants were privately insured and should have had equal access to drug therapies, note Drs. Hellinger and Encinosa. They point out that the reasons behind the disparity
Research Activities
T he impact of new drug therapies on the longevity and progression of HIV disease has been dramatic. As a result, today HIV disease may be thought of as a moderately expensive chronic disease rather than as a catastrophically expensive fatal illness. A recent study carried out by Fred J. Hellinger, Ph.D., of the Agency for Healthcare Research and Quality, showed a substantial decline in HIV-related hospitalizations in eight States from 1996 to 2000. In these States, where more than 52 percent of AIDS patients were living at the time, HIV-related hospitalizations declined from 114,885 in 1996 to 77,694 in 2000.
The State in which an HIV patient was hospitalized was a more important determinant of the length and cost of hospital stay than hospital characteristics or the patient's age, race, sex, insurance status, or number of diagnoses, according to Dr. Hellinger. For example, among people hospitalized with HIV, those in New York had the longest average hospital stay (12.4 days in 1996 and 10 days in 2000). The shortest length of stay in both 1996 and 2000 was in Colorado (6 days in 1996 and 6.3 days in 2000). The mean cost of a hospital stay was $15,037 in the six States for which cost data were available. The cost of a hospital visit for an HIV patient in California was $2,979 less than for a similar patient in New York, and the cost was $2,942 less for those in New Jersey than for similar HIV patients in New York. Also, Florida had 11 percent fewer and South Carolina had 13 percent fewer HIV-related hospitalizations between 1996 and 2000. Both of these States had highly restrictive AIDS Drug Assistance Programs (ADAPs). During the same period, HIVrelated hospitalizations were reduced by 42 percent in New York, 39 percent in Pennsylvania, and 35 percent in New Jersey, all States with liberal ADAPs.
For the study, Dr. Hellinger used hospital data obtained from the Healthcare Cost and Utilization Project (HCUP) State Inpatient Database (SID), which is maintained by AHRQ. The HCUP contains hospital discharge data and represents a Federal/State/industry partnership to build a multi-State health care data system.
See "HIV patients in the HCUP database: A study of hospital utilization and costs," by Dr. Hellinger, in O bese women are at greater risk of dying from breast cancer than women who are not obese. Early detection of breast cancer through mammography screening can reduce breast cancer deaths by 20 to 39 percent. Yet, a recent study found that white women who are obese are less likely than non-obese white women to obtain a mammogram. The study was supported by the Agency for Healthcare Research and Quality (HS11683) . In addition, obesity reduces the accuracy of mammograms. According to a second AHRQ-supported study (HS10591), obese women had more than a 20 percent increased risk of having false-positive mammography results (indication of abnormalities that further testing showed not to be cancer) compared with underweight and normal weight women. Both studies are summarized here. This study found that obese white women were less likely to undergo breast cancer screening than normal weight women, a relationship not seen in black women. The investigators analyzed data from the 1998 National Health Interview Survey to examine the relationship between mammography use and weight category and the influence of race, illness burden, and other factors on this relationship. They examined the relationship between body mass index (BMI; weight in kg/height in m2) and receipt of breast cancer screening in the preceding 2 years among women aged 50 to 75.
Among the 5,277 eligible women, 72 percent reported mammography use. The rate was 74 percent among white women and 70 percent among black women. Higher BMI was associated with lower screening among white women, with An AHRQ-supported study on a related topic found that a multicenter quality improvement collaborative did not significantly affect the quality of care for nearly 10,000 patients with HIV disease. For more details, see Landon, B.E., Wilson, I.B., McInnes, K., and others. (2004, June) . "Effects of a quality improvement collaborative on the outcome of care of patients with HIV infection: the EQHIV study." (AHRQ grant HS10227). Annals of Internal Medicine 140, pp. 887-896. s
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Mammography accuracy
continued from page 3 mammogram use lowest in women with a BMI greater than 35 kg/m2 (64 to 67 percent). Moderately obese white women (BMI 35 to 40) were 17 percent less likely to have had a mammogram than normal weight white women. Despite the higher prevalence of known barriers to health care among obese women-such as lower socioeconomic status and higher illness burden-adjusting for these and other factors did not influence the findings.
On the other hand, overweight and obese black women were as likely as or more likely than both black and white normal weight women to report mammography use, a difference not readily explained by differences in sociodemographic factors, health care access, health habits, and other factors. Compared with normal weight black women, mammography use was similar or higher in overweight (BMI 25 to 30), mildly obese (BMI 30 to 35), and moderately obese black women.
The white women in this study with obesity were more likely to have feelings of worthlessness in the preceding 30 days, but black women did not report these feelings. Although adjusting for this alone did not explain differences in screening by BMI, this difference in body image perception may interact with health behaviors, such that white women who are obese may be less willing to undergo mammography. Provider bias may also play a role. Overweight women have a 14 percent increased risk and obese women have more than a 20 percent increased risk of having a falsepositive mammogram compared with underweight and normal weight women, according to this study. Although this difference could be considered small, it is significant at a population level. When screening 10 million obese women, a falsepositive rate increase of 2 percent (for example, from 10 to 12 percent) would lead to about 200,000 additional women with falsepositive mammography results. An additional $120 million would be required for further tests to evaluate the false-positive results, at an estimated cost of $600 per falsepositive result. The increased costs are over and above the anxiety involved for the women.
Elmore
Achieving a normal weight may improve the accuracy of a woman's mammogram, suggest the researchers. They analyzed 100,622 screening mammography examinations performed on members of a nonprofit health plan. Researchers from the University of Utah School of Medicine and the Primary Children's Medical Center in Salt Lake City found that in 1997 there were 329,825 pediatric discharges associated with a principal GI diagnosis in the United States. These discharges accounted for more than $2.6 billion in hospital charges and more than $1.1 million in hospital days. Appendicitis, intestinal infection, noninfectious gastroenteritis, abdominal pain, esophageal disorders, and digestive congenital anomalies combined accounted for 75 percent of GI discharge diagnoses, 64 percent of GI hospital charges, and 68 percent of GI hospital days for children aged 18 and younger.
The mean and median ages for a discharged child with a principal GI diagnosis were 7 and 5 years, respectively. About one-fourth of children were younger than 1 year of age. The mean and median length of stay for all GI diagnoses was 3.4 and 2 days, respectively. The mean and median hospital charges per hospitalization of children with a GI discharge diagnosis were $8,155 and $4,441, respectively.
The mean length of stay varied by GI diagnostic category from 2.1 to 12 days. Similarly, mean hospital charges varied by GI diagnostic categories. These findings are based on an analysis of data from the Kids' Inpatient Database (KID), a subset of the Healthcare Cost and Utilization Project, which was developed by AHRQ. The KID includes data on 1.9 million pediatric hospital discharges in 1997 from 22 participating States and 2,521 hospitals.
See 
Initial surfactant treatment to prevent respiratory distress in very premature infants is often delayed in routine practice
Note: Only items marked with a single (*) or double (**) asterisk are available from AHRQ. Items marked with a single asterisk (*) are available from AHRQ's clearinghouse. Items with a double asterisk (**) are also available through AHRQ InstantFAX. Three asterisks (***) indicate NTIS availability. See the back cover of Research Activities for ordering information. Consult a reference librarian for information on obtaining copies of articles not marked with an asterisk. H alf of children who suffer an episode of otitis media with effusion (OME, fluid in the middle ear without evidence of ear infection) suffer a mild hearing loss, while about 5 to 10 percent suffer moderate hearing loss. However, for typically developing children, OME may not be a substantial risk factor for delayed speech and language development or poorer academic achievement.
One of the major reasons for medical management of OME, including use of antibiotics and tympanostomy tubes, is to prevent potential developmental consequences associated with hearing loss. However, recently published studies suggest that parenting is a much more powerful force than antibiotics and surgery in promoting language development among children with histories of OME. These are the major conclusions of a recent review of research on the topic. The review, led by Joanne Roberts, Ph.D., of the University of North Carolina, Chapel Hill, was supported in part by the Agency for Healthcare Research and Quality (HS12072).
The researchers found that, although median hearing loss in children with OME is relatively mild, there is a wide range of hearing loss associated with OME. Data are insufficient to conclude or refute a potential linkage between OME and central auditory processing. Antibiotic therapy increases short-term OME resolution by 15 percent, but it has minimal utility because of frequent relapse. Antihistamines, decongestants, and corticosteroids are ineffective. In contrast, tympanostomy tubes reduce OME prevalence by 115 days per child-year, which represents a 67 percent relative risk reduction. Adenoidectomy reduces OME prevalence by 38 percent in children with prior tube placement, and it reduces the need for tube reinsertion by about 50 percent when performed concurrent with initial tube placement. Tympanostomy tubes significantly improve hearing on a short-term basis, but in the long term, hearing levels are equal in untreated and treated ears.
See A disproportionate increase in B-type natriuretic peptide after heart transplant in children may signal organ rejection outine lifelong use of angiotensin converting enzyme (ACE) inhibitors is recommended for heart failure patients with depressed ejection fraction (the heart's left ventricle pumps only 40 percent or less of blood from the ventricle into the aorta; normal ejection fraction is 55-60 percent), unless such use is contraindicated. Yet a new study shows that nearly half of heart failure patients and one-third of those with depressed ejection fraction were not prescribed ACE inhibitors on hospital discharge. Almost one-third of patients who were discharged with ACE inhibitors had stopped taking them within a year. Considering that almost 50 percent of heart failure patients are readmitted to the hospital within 6 months of discharge, underuse of ACE inhibitors is a significant problem.
Discharge planning for these patients should be improved, suggests Wayne Ray, Ph.D., director of the Vanderbilt Center for Education and Research on Therapeutics (CERT). In a study that was funded in part by AHRQ through the CERTs program (HS10384), researchers assessed the factors associated with filling a prescription for an ACE inhibitor in the 30 days following hospital discharge and the proportion of patients filling such prescriptions up to 1 year after discharge. The study involved 960 heart failure patients, including 219 patients with depressed ejection fraction.
Overall, 81 percent of patients with depressed ejection fraction and 77 percent of general heart failure patients discharged with ACE inhibitors had filled a prescription for an ACE inhibitor within 30 days of discharge. However, only about two-thirds of both groups (66 and 63 percent, respectively) were still using ACE inhibitors 1 year after discharge. Patients with a discharge order for ACE inhibitors were nearly 11 
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One-third of heart failure patients stop taking their prescribed medication within a year of hospital discharge continued on page 8 T he American Academy of Pediatrics advises pediatric providers to encourage parents to read to their children from 6 months of age onward. Yet only 52 percent of children age 3 years and younger are reportedly read to every day by a parent, with about 27 percent of children read to 3 to 6 times a week, according to a study supported by the Agency for Healthcare Research and Quality and the Health Resources and Services Administration (contract 240-97-0043).
Researchers from the University of California, Los Angeles, analyzed responses to the 2000 National Survey of Early Childhood Health, which was administered by telephone to 2,068 parents of children aged 4 months to 35 months. They found that children were about twice as likely to be read to each day if they were older (19 to 35 months of age compared with 4 to 9 months) or their mother had more than a high school education, and they were 1.66 times more likely to be read to if a pediatric provider discussed with parents the importance of reading to their children. The odds of being read to were reduced by 32 percent when mothers were working full-time, by 39 percent for black race/ethnicity, by 44 percent for Hispanic race/ethnicity, and by 63 percent for Spanish language-dominant parents. The presence of more children in the household also reduced the odds of parents reading to their children.
Whether the child was in child care and the number of hours of television watched daily were not associated with reading frequency, but the presence of more children's books in the home was related to reading frequency. About 37 percent of parents of young children stated that their child's pediatric provider had not discussed the importance of early reading to them, yet nearly half (47 percent) of them said they would have found such a discussion helpful.
See Before drug companies can market a new drug, it must undergo extensive testing and rigorous evaluation by the FDA. However, these studies are necessarily limited as to numbers of patients and duration of followup. Therefore, a very important part of the experiment begins after the product is approved and a much larger number of patients begin to use it. During this postmarketing period, a system of voluntary reporting is relied on to detect potential problems.
In addition to voluntary reporting, the FDA may ask a manufacturer to conduct a "phase 4" or postmarketing study before or after licensure if additional information is needed to improve prescribing. Yet, companies often don't conduct these studies. As of February 2002, only 37 percent of the 2,400 postmarketing commitments for new drugs had Heart failure patients continued from page 7 times more likely to fill a prescription within 30 days of discharge than those without a discharge order.
See "Outpatient utilization of angiotensin-converting enzyme inhibitors among heart failure patients after hospital discharge," by Javed Butler, M.D, M.P.H., F.A.C.C., Patrick G. Arbogast, Ph.D., James Daugherty, M.S., and others, in the Postmarketing drug surveillance could be improved U ninterrupted use of oral contraceptive pills (OCPs) is necessary for optimal effectiveness. However, out-of-pocket costs for OCPs and the inconvenience of making monthly pharmacy visits may be barriers to women's consistent use of OCPs, suggests a study supported in part by the Agency for Healthcare Research and Quality (HS10771 and HS10856). The researchers found that privately insured women paid, on average, 60 percent of the total expenditures for OCPs, which cost about $14 per monthly pack, and 73 percent obtained only one pack per purchase.
Women who had no prescription drug coverage, were uninsured, or were privately insured but not in managed care plans had higher out-of-pocket expenditures for oral contraceptives. Also, women who were in managed care plans or did not have prescription drug coverage were more likely to obtain only one pack of OCPs per purchase, despite clinical recommendations that women obtain three packs per visit. Insurer restrictions often limit purchases at community pharmacies to a 30-day supply. Yet, these dispensing limits may have important consequences for consistent use of any chronic medication, cautions lead investigator Kathryn A. Phillips, Ph.D., of the University of California, San Francisco.
Dr. Phillips and her colleagues suggest several interventions that would help ensure full access to contraceptives. These include increased insurance coverage of contraceptives; increased access to generic or lower cost OCPs, particularly for uninsured women; and increased use of mail order prescription services that allow purchase of a 90-day supply of medication. Research and Quality (HS11592) . In several cases, the fast pace and heavy patient load prompted ED doctors and nurses to administer medications that other ED clinicians were unaware of or assume a certain medication dose was given rather than confirm it.
ED drug errors arise from many situations. These range from incomplete knowledge of the drug or patient, the multiplicity of drugs used, use of verbal orders, and poor penmanship, to team communication problems, improper identification of the patient, and distractions due to other emergency procedures. The authors suggest strategies to prevent these errors. They recommend having a pharmacist available in the ED, adherence to defined roles to reduce team communication errors, and computerized decision support systems. They also advise taking special precautions for determining the accurate weight of pediatric patients and paying particular attention to coexisting illnesses and drug-to-drug interactions in elderly patients.
The authors also recommend that ED staff avoid verbal orders except for emergencies, use electronic order transcription, attend carefully to drugs of likesounding name, avoid acronyms or abbreviations, indicate decimal points clearly, and use no trailing zeros. Doctors and nurses should always check for allergies to a drug class, clarify ambiguity or doubt concerning a medication order, not dispense drugs themselves, and consult reference materials and a hospital pharmacist when possible. The researchers monitored anesthesiologists' heart rates (physiological workload) and calculated workload density at 1-and 5-minute intervals by multiplying the duration of each task performed in that interval by a task-specific workload factor score (for example, a laryngoscopy had a higher score than mere observing). Anesthesiologists who were teaching took a significantly longer time to respond to an alarm light during anesthesia induction and emergence than anesthesiologists who were not teaching, suggesting decreased vigilance to anesthesia care while teaching.
Clinicians' heart rates, observerand self-reported workload scores, and non-teaching workload density were consistently increased during anesthesia induction and emergence compared with anesthesia maintenance. Workload density during teaching cases was significantly greater than during non-teaching cases.
See Teaching anesthesia during surgery may be a distraction that reduces the vigilance of anesthesia care I ntensive care unit (ICU) patients on mechanical ventilation are at increased risk for death and complications such as gastrointestinal bleeding and ventilator-associated pneumonia (VAP). Evidence confirms that four interventions can reduce complications and deaths in the ventilated patient: semirecumbent positioning of the patient (head of the bed is elevated 30 or more degrees to prevent VAP), daily interruption of sedative-drug infusions, peptic ulcer disease prophylaxis, and deep venous thrombosis prophylaxis.
A quality improvement (QI) team led by ICU intensivists can improve the care of ICU patients on mechanical ventilation, according to a recent study that was supported in part by the Agency for Healthcare Research and Quality (HS11902). Within 2 months, the QI program increased the percentage of ventilator days on which patients received all four care processes from 30 to 96 percent. Within a year, patients received all four care processes on 100 percent of the ventilator days.
The researchers estimate that this improved compliance may have prevented 27 deaths and 754 excess hospital and ICU days and yielded $825,000 in savings per year in the ICU. They calculated the percentage of ventilator days per week when patients at a hospital surgical ICU received all four recommended care processes both before and after QI program implementation. The program included administering a questionnaire to identify barriers to compliance with the four care processes; implementing an educational program to increase awareness of the evidence supporting the use of these processes; and implementing a checklist to be completed daily during ICU rounds to ask providers whether patients were receiving these therapies.
See Among 498,025 nursing home stays, the overall rate of transfers per year was 3.3 percent. Residents were more likely to leave lower quality homes, as indicated by both resident and facility level measures. For example, the relative risk (RR) of transferring increased for residents with a urinary tract infection (14.9 percent higher RR) and for residents for whom physical or chemical restraints were used (4.1 percent and 11.8 percent higher RR, respectively).
Worsening pressure ulcers were significantly associated with transfers in the non-Medicare population (5 percent higher RR per one-point increase in ulcer severity), an association not significant in the overall model. In the overall model, there was a 2.9 percent higher RR of transfer out of facilities with twice as many deficiencies as the State average (5.2 percent when restricted to nonMedicare residents). Staffing was not significant in the overall model but was significant among the nonMedicare subpopulation. Fewer of these residents transferred out of facilities with higher staffing levels. Changing care needs were generally associated with a greater likelihood of transfer, but the magnitude of the effect was fairly small.
See "Does quality influence consumer choice of nursing homes? Evidence from nursing home to nursing home transfers," by Dr. Hirth, Jane C. In many hospitals, hospitalists (hospital-based internists) now assume responsibility for the care of hospitalized patients, while primary care physicians resume care after discharge. This study found that hospitalists at a community-based teaching hospital documented substantial efforts to communicate with dying patients and their families. This approach may have resulted in improved endof-life care, conclude the researchers. They examined the charts of 148 patients who had died at a community-based urban teaching hospital to compare the end-of-life care provided by community physicians and hospitalists to similar patients.
After patients were admitted to the hospital, hospitalists discussed care with them or their families more often than community physicians (91 vs. 73 percent), and the hospitalists were more likely to document these discussions themselves. Among patients who were "full code" at admission (that is, there were no do-not-resuscitate or other advanced directives to withhold care), there was a trend toward patients of hospitalists receiving comfort care more often at the time of death (50 vs. 37 percent) than patients of community physicians. Although there were no differences in the use of medication such as long-acting opioids, patients of hospitalists were more likely to have no symptoms in the 48 hours prior to death than patients of communitybased physicians (47 vs. 31 percent).
These results suggest that there are advantages to the availability of hospitalists to discuss end-of-life care with patients. In addition, the greater inpatient experience of hospitalists with acute illness may have enabled them to better recognize when patients were nearing death, prompting more frequent discussions about their care. Hospital intensive care unit (ICU) patients value the end-of-life care they receive in the ICU, according to a recent survey. Threefourths of 104 community respondents surveyed were prepared to shorten a healthy life for better end-of-life ICU care. For example, practices with cultures that emphasize information tended to favor electronic data systems and formal programs that provide comparative or evidencebased data to enhance clinical practice. Those with a quality/patient-centered culture appeared to prefer patient satisfaction surveys to assess the quality of their care. Practices that were more business-oriented relied on bureaucratic strategies such as benchmarking and physician profiling.
Bryce
On the other hand, cultures that emphasized the autonomy of physician practice were negatively associated with all of the programs studied, suggesting that most quality improvement programs were seen as an attempt to interfere with physicians' practices. Similarly, practices with a highly collegial culture were less likely to use any of these programs, apparently relying on informal peer review mechanisms to ensure quality of care.
See "How does the culture of medical group practices influence the types of programs used to assure quality Quality assurance programs are more likely to be adopted if they are compatible with the culture of the medical group practice O bese elderly people have a lower quality of life than their normal weight and overweight counterparts. The reduction in quality of life due to obesity is similar to that suffered by people with arthritis, stroke, ulcers, asthma, and anxiety, according to a study supported in part by the Agency for Healthcare Research and Quality (HS09170). Nearly 3 million quality years are lost in this country each year from obesity and associated conditions, according to Robert M. Kaplan, Ph.D., of the University of California, San Diego, and his colleagues.
The researchers evaluated the relationship between body mass index (BMI; weight in kg/height in m2) and health-related quality of life (HRQOL) scores among 1,326 adults with a mean age of 72 years to estimate quality-adjusted life years (QALYs) lost to overweight, obesity, and associated conditions. They divided individuals into four groups based on BMI: less than 20
Obese older adults tend to have lower quality of life than those who are normal weight or overweight continued on page 14 M edicare only reimburses professional home nutrition services for patients with diabetes or predialysis kidney disease, and these services are typically limited to three visits after hospital discharge. As a result, more than 75 percent of older adults who are malnourished due to other conditions rely on informal caregivers (unpaid family/relatives, friends, or neighbors) to manage their home enteral nutrition (HEN) or tube feeding. These caregivers often are unprepared for caregiving, lack competence and confidence, and feel sad, overwhelmed, and frustrated, says Heidi J. Silver, Ph.D., R.N., C.N.S.D., of Vanderbilt University.
In a recent study that was supported in part by the Agency for Healthcare Research and Quality (HS11276), Dr. Silver and her colleagues found that Scale, which has scores ranging from 0 for death to 1.0 for asymptomatic optimal functioning. After controlling for age, sex, smoking history, and exercise, the normal BMI group had the highest QWB score (0.709), followed by the underweight (0.698), overweight (0.695), and obese (0.663) groups. The QWB score for the obese group was 0.046 lower than the normal weight group, suggesting a substantially lower quality of life. Rather, it appears to be a marker of frailty. Although previous studies have found that people with UI have a higher risk of death, greater illness severity in people with UI explains this association, according to researchers at the San Francisco VA Medical Center and the University of California, San Francisco. In a study that was supported in part by the Agency for Healthcare Research and Quality (K02 HS00006), they examined the relationship between UI and other factors, such as coexisting medical conditions, on death, nursing home admission, and decline in functioning among 6,506 people aged 70 years and older.
The overall prevalence of UI at baseline was 15 percent. At 2-year followup, patients incontinent at baseline were 29 percent more likely than continent patients to have died (10.9 percent vs. 8.7 percent), 77 percent more likely to have been admitted to a nursing home (4.4 vs. 2.6 percent), 78 percent more likely to have declined in the ability to perform activities of daily living such as bathing and dressing (13.6 vs. 8.1 percent), and 69 percent more likely to have declined in the ability to perform other daily activities such as shopping or paying bills (21.2 vs. 13.8 percent). However, after adjusting for confounding factors-such as coexisting medical problems, baseline function, cognition, body mass index, smoking, alcohol, demographics, and socioeconomic status-UI was not an independent predictor of any of these outcomes.
See "Urinary incontinence and its association with death, nursing home admission, and functional decline," by Jayna M. Despite compliance with enteral prescriptions, these patients had multiple negative outcomes. Gastrointestinal complications, occurring in up to 63 percent of patients, interrupted daily infusions. Onethird reported tube clogging or leaking, and one-third had tube displacement. Water intake was half of calculated need. In addition, average weight change was a loss of 4.35 pounds, and 17 patients were underweight, suggesting that their protein-energy undernutrition was continuing. Tube displacement, tube clogging, infection, and dehydration often led to hospital readmission.
The provision of HEN in older adults requires more frequent monitoring, reassessment, and intervention from a highly skilled multidisciplinary team that includes dietitians, conclude the researchers. They also note the need for more intensive training of informal caregivers.
See "Older adults receiving home enteral nutrition: Enteral regimen, provider involvement, and health care outcomes," by Dr. Silver, Nancy S. (PD) . HD is usually performed at a dialysis center, and PD, which is chosen as initial therapy by fewer than 10 percent of patients, is usually performed at home.
Contrary to anecdotal reports, PD does not seem to produce a better quality of life than HD, according to a recent study that was supported in part by the Agency for Healthcare Research and Quality (HS08365). In the study, some dialysis-specific aspects of quality of life were better among HD patients, and others were better among PD patients.
Researchers from Johns Hopkins University, Tufts-New England Medical Center, and Yale conducted a large-scale prospective study of changes in quality of life scores and overall health status over a 1-year period from the start of dialysis in 698 HD and 230 PD patients. Patients were enrolled at 81 outpatient dialysis units in 19 States from 1995 to 1998. At the 1-year followup, both PD and HD patients reported improvements in nearly all aspects of general functioning and psychologic wellbeing. The surprising finding was that patients on HD improved more on aspects of general health-related quality of life than patients on PD, with greater improvements in physical functioning and general health perceptions.
Changes in dialysis-specific aspects of quality of life were more mixed, and there were more differences between the two groups. HD patients improved more in some aspects, such as sleep (which for PD patients actually became worse over time), body image, and sexual functioning than those on PD. PD patients improved more on other dialysis-specific aspects of quality of life, such as financial well-being, and they continued to have higher scores for ability to travel, diet, and dialysis access.
See A simple 20-minute educational videotape can influence men's decisions about prostate cancer screening, and appears to promote informed screening decisions, according to this study. The researchers randomized a group of 160 men 45 to 70 years of age with no history of prostate cancer to view or not view (control group) a 20-minute educational videotape about prostate cancer screening before a routine office visit at a family medicine clinic. The men were asked about their screening knowledge 2 weeks after the visit, and 1 year later, they were asked about receipt of prostate cancer screening (either digital rectal exam [DRE] or prostate-specific antigen [PSA] testing), satisfaction with their decision, and screening knowledge.
The rate of DRE did not differ between the two groups. About one-third (34 percent) of men who viewed the videotape and 55 percent of the control group had PSA testing. The videotape appeared largely responsible for the differences observed in screening rates. Men who watched the videotape and said they intended to be screened at 2 weeks after the visit were as likely as men in the control group to report having had PSA testing at 1-year followup (53 vs. 58 percent). However, 12 of the men in the videotape group reported at the 2-week followup that they did not intend to be screened in the following year compared with none of the men in the control group; only 1 of the 12 men had undergone PSA screening at the 1-year followup.
It appears that the informed men were less likely to pursue PSA testing. However, this result may be influenced by ethnicity or risk perceptions. Black men, who have a higher risk of prostate cancer, were more likely to have had PSA testing than white men (56 vs. 28 percent). Satisfaction with the screening decision did not differ between the study groups. Men in the videotape group were more knowledgeable about screening than men in the control group at the 2-week assessment, but the differences declined within a year. A remaining challenge is how to integrate the use of decision aids into routine clinical practice. Screening men for prostate cancer can lead to a cascade of events, from biopsy to treatmentrelated complications. Common complications resulting from surgical and radiation treatment of prostate cancer include impotence, urinary incontinence, and bowel problems. These complications can markedly affect a man's quality of life, ability to function, and intimate relationship with his wife. Yet wives feel quite differently about these complications than men do, found this study. Thus, the researchers recommend that both the patient and his partner be involved in making decisions about prostate cancer screening.
The study involved 168 couples in which the husband was a primary care patient and a candidate for prostate cancer screening. Participants were asked about how they viewed certain screening and treatment outcomes and quality of life with advanced prostate cancer. They used a timetradeoff method to evaluate preference for a particular health state (utility assessment), ranging from 0 for death to 1.0 for perfect health. The couples completed interviews and utility assessments individually and then as a couple. Men evaluated the outcomes of prostate cancer treatment (ranging from incontinence and impotence to rectal and urethral injury) and life with advanced prostate cancer as being far worse than their wives did. Couples' preferences fell between the separate assessments of husbands and wives.
For example, wives rated partial and complete impotence and mild to moderate incontinence as 1.0, indicating that most wives were not willing to trade away any time (of their husbands' life expectancy) to Researchers examine decision aids for prostate cancer screening and patients' attitudes toward screening and treatment continued on page 17 C ommunity health centers, public hospitals, and local health departments make up the medical "safety net" for many uninsured and impoverished Americans. Although a new study dispels the notion that the safety net eroded during the 1990s, as many had feared, it also confirms the importance of local economic conditions and local financing in maintaining the safety net. Thus, the economic downturn and pressure on State budgets could mean that safety-net providers may not be able to continue to care for at-risk patients, according to Jose J. Escarce, M.D., Ph.D., of the University of California, Los Angeles. avoid these treatment complications. Most husbands indicated that they would be willing to trade some longevity to avoid these complications. The largest differences in median utilities between husbands and wives were observed for severe incontinence, prostate cancer unresponsive to hormone therapy (for which pain is a concern), rectal injury, hormonally responsive prostate cancer, and complete impotence. Editor's note: Another AHRQsupported study on a related topic (cancer screening) found a low prevalence of colorectal cancer screening in a large medical organization. For more details, see Hawley, S.T., Vernon, S.W., Levin, B., and Vallejo, B. (2004, February) . "Prevalence of colorectal cancer screening in a large medical organization." (AHRQ grant K02 HS00007). Cancer Epidemiology, Biomarkers & Prevention 13, pp. 314-319. s H ospitalists-physicians who usually care for patients only while they are hospitalized-have grown to number almost 6,000 nationwide and are projected to increase to more than 10,000 in the next 10 years. Hospitalists tend to be more efficient than other physicians in providing inpatient care to general medical patients, and general internists appear to be more efficient than endocrinologists and rheumatologists, according to a recent study that was supported in part by the Agency for Healthcare Research and Quality (HS11540). Such efficiency translates to shorter hospital stays and lower costs, concludes Sanjay Saint, M.D., M.P.H., of the University of Michigan Health System. Dr. Saint and his colleagues analyzed 2,617 admissions to the general medicine service of the University of Michigan Hospitals from July 2001 to June 2002. They examined the impact of internal medicine specialty and physician experience on hospital length of stay (LOS), total hospital costs, and patient outcomes (hospital death and readmission rates).
Adjusted mean LOS was 0.56 days greater for rheumatologists and 0.38 days greater for endocrinologists compared with general internists. Total costs for patients cared for by general internists were $1,100 lower than for patients treated by endocrinologists and $431 lower than for patients cared for by rheumatologists. Hospitalists and physicians in the top two deciles of recent inpatient general medical experience showed significantly reduced LOS compared with other physicians (0.31 and 0.35 days lower, respectively). There were no significant differences in readmission rates or inhospital deaths among the various physician groups, suggesting similar patient outcomes regardless of resource use.
See This survey of individuals with diabetes, including those with longstanding diabetes, revealed that adults aged 18 to 44 received significantly less diabetes-related preventive care than those aged 65 and older. Young adults have a greater lifetime risk of developing complications of diabetes such as eye and kidney disease and circulatory problems that can lead to amputation. In addition, many of the age-related disparities in diabetes-related preventive services may be large enough to affect clinical outcomes, according to the investigators. They analyzed data on preventive care received by 6,565 adults with diabetes who responded to a 1999 Behavioral Risk Factor Surveillance System survey.
Overall, 85 percent of young adults had seen a health care provider for diabetes in the past year. Yet, except for professional foot examinations (to detect nonhealing wounds that can lead to infection, gangrene, and amputation) and testing of blood sugar levels, young (aged 18 to 44 years) and middle-aged (45-64 years) patients received fewer preventive services than older patients. For example, 84 percent of those aged 65 and older-versus 82 percent of middle-aged and 69 percent of young patients-had their cholesterol checked in the past 2 years; corresponding figures for dilated eye exam were 75 percent, 66 percent, and 55 percent; pneumococcal vaccination ever, 54 percent, 28 percent, and 17 percent; and influenza vaccination in the past year, 73 percent, 46 percent, and 34 percent. In the study, which was supported in part by the Agency for Healthcare Research and Quality (HS10770), Dr. Escarce and his colleagues used data from a variety of sources to construct a database that described the health care system in large urban communities from 1993 to 1998. They used the database to examine the impact of community demographic and market characteristics on safety net measures such as uncompensated hospital care, admissions to safety net hospitals, visits to community health centers, and local government spending on health.
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The researchers found no significant decreases in any of the safety net measures they examined during the 1993 to 1998 period. For instance, uncompensated hospital care per low-income person was $248 in 1993 and $232 in 1998. They also found little support that HMO penetration and hospital competition eroded the safety net. However, they did find substantial variation in the safety net across communities. The safety net index (sum of safety net measures) was higher in communities with a high concentration of blacks or Hispanics and in communities with higher incomes, perhaps due to greater tax capacity to support the safety net. In fact, communities with higher incomes provided more uncompensated hospital care and had more admissions and ambulatory visits to safety net hospitals by low-income people than less advantaged communities. Visits to community health centers were higher in communities with more public insurance such as Medicaid, suggesting that public financing expands the safety net.
See "Recent trends and geographic variation in the safety net," by M. The overall colorectal cancer screening rate was 43.8 percent. The rate of screening by FOBT within the previous year or endoscopic screening within the past 5 years was 39.5 percent for the morbidly obese group, 45 percent for the obese group, 44.3 percent for the overweight group, and 43.5 percent for the normal weight group. After adjustment for other potential confounding factors, morbidly obese women were nearly 6 percent less likely to be screened than normal weight women.
Screening rates among normal weight, overweight, and obese women, and among men in different weight groups did not differ significantly. Efforts should be made to increase colorectal cancer screening for all age-eligible groups. These efforts should include targeted screening of morbidly obese women, since they could reap substantial clinical benefits from screening. The observed sex and weight interaction is consistent with prior research suggesting that bias and stigmatization related to obesity may be more severe for women than men. s M ore than one-fourth of adults in the United States suffer from hypertension (high blood pressure). A survey of 20 primary care practices in 14 States found that half of all patients with hypertension had controlled blood pressure at their last measurement (below 140/90 mm Hg). This is far better control than usually reported. The good control was not due to specific antihypertensive drug choice, but instead it may have been due to regular monitoring of blood pressure (via frequent visits to the doctor) and motivation of the practice to improve patient care, explains Steven Ornstein, M.D., of the Medical University of South Carolina.
In a study supported by the Agency for Healthcare Research and Quality (HS11132), Dr. Ornstein and his colleagues analyzed blood pressure control rates and the association between control and demographic variables, frequency of visits to the practice site, and medication treatment patterns among 13,047 patients with hypertension in the practices. The most recent blood pressure reading was below 140/90 in half the patients. Control was associated with age 60 years or younger, female sex, more than one coexisting medical condition, type of practice, and more than one visit to the practice during the year. These visits probably provided a greater opportunity for doctors to affect drug dosage titration, focus attention on lifestyle modification issues, and adapt treatment regimens to patient-specific issues.
Practices varied widely in their use of multiagent anihypertensive therapy and in antihypertensive therapy by drug class. Among patients without coexisting disease who were treated with one drug, systolic blood pressure did not differ significantly by drug class. However, diastolic blood pressure was slightly lower in patients prescribed thiazide diuretics than in those prescribed angiotensin receptor blockers.
See "Hypertension management and control in primary care: A study of 20 practices in 14 states," by Dr. Ornstein, Paul J. Nietert, Ph.D., and Lori M. Dickerson, Pharm.D., F.C.C.P., in Pharmacotherapy 24 (4) Psychosocial stress in the work environment may play a role in development of alcohol dependence among men T he anthrax attacks of 2001 and recent outbreaks of severe acute respiratory syndrome (SARS) highlight the importance of surveillance systems in rapidly detecting and monitoring the course of an outbreak and minimizing illness and death. However, few surveillance systems have been specifically designed for collecting and analyzing data for the early detection of a bioterrorist event. Also, current evaluations of surveillance systems for detecting bioterrorism and emerging infections are insufficient to characterize their timeliness or sensitivity and specificity. As a result, clinical and public health decisions based on these systems may be compromised, concludes Dena M. Bravata, M.D., M.S., of the University of California, San FranciscoStanford Evidence-based Practice Center (EPC). The EPC is supported by the Agency for Healthcare Research and Quality (contract 290-97-0013).
Dr. Bravata and her colleagues systematically and comprehensively reviewed 17,510 research article citations and 8,088 government and nongovernment Web sites on disease surveillance systems. They reviewed the available evidence on 115 systems that collect various surveillance reports, including 9 syndromic surveillance systems, 20 systems collecting bioterrorism detector data, 13 systems collecting influenza-related data, and 23 systems collecting laboratory and anti-microbial resistance data.
The researchers identified published descriptions of 29 systems designed specifically for bioterrorism surveillance-that is, the systems either monitor the incidence of bioterrorism-related syndromes or monitor environmental samples for bioterrorism agents. Only two syndromic surveillance systems and no environmental monitoring systems had been S ome behavior modification programs designed to increase exercise show continued effects for at least 3 months after they end, according to a new report released by the Agency for Healthcare Research and Quality and supported by the National Cancer Institute. However, the review of existing evidence also demonstrated that it is difficult to achieve sustainable gains in increased physical activity because few studies looked at the effects of these programs for more than 1 year.
Encouraging Americans to be more physically active is a key part of President Bush's HealthierUS initiative and HHS' Steps to a HealthierUS initiative. According to the latest statistics, 70 percent of adults in the United States do not get enough physical activity, and more than one-third of children do not participate regularly in vigorous exercise. A study released by HHS' Centers for Disease Control and Prevention in March 2004 found that 400,000 deaths in the United States are linked to poor diet and lack of physical activity, representing an increase of 33 percent since 1990.
AHRQ's evidence review found that no specific behavioral intervention or setting appeared to be more effective than another and that shorter, less-intensive programs were just as successful at achieving behavior change as ones that lasted longer and involved more contacts with participants. Interventions examined included face-to-face counseling, mailings, and checkups by telephone. Settings for the interventions included clinics, community centers, schools, workplaces, child care centers, exercise centers, churches, and participants' homes.
In addition to reviewing evidence from physical activity interventions in healthy populations, the authors also examined the effects of exercise on cancer survivors, including people living with cancer and those who have a personal history of the disease. The authors of the report concluded that exercise programs can improve cancer patients' functional capacity and cardiopulmonary fitness, reduce symptoms of fatigue, and improve quality of life during and after cancer treatment. In addition, exercise can reduce cancer patients' symptoms of anxiety and depression during treatment. The report suggests that physical activity may have other positive effects in cancer patients, but at this time there are too few studies to reach any conclusions.
The AHRQ has a broad portfolio of mental health research. This report describes AHRQ-funded research that has led to the development of programs, methods, and tools for evaluating and improving the quality of mental health services and improving the education of mental health professionals. In the aftermath of a bioterrorist event or other public health emergency, hospitals may be overwhelmed by a sudden influx of patients. The new alternate care site selection tool is designed to allow regional planners to locate and rank potential alternative sites-such as stadiums, schools, recreation centers, motels, and other venues-based on whether they have adequate ventilation, plumbing, food supply, and kitchen facilities, for example.
The new tool, which is available as an Excel spreadsheet, was produced by Denver Health, one of AHRQ's Integrated Delivery System Research Network (IDSRN) partners. AHRQ's IDSRN program links the Nation's top researchers with some of the largest health care systems to conduct fast-track research on cutting-edge issues in health care.
The alternate care site selection tool is included in a new report, Rocky Mountain Regional Care Model for Bioterrorist Events. Copies of this report are available online from the AHRQ Web site at www.ahrq.gov/ research/altsites.htm. The new tool and report are two of over 50 studies, workshops, conferences, and other activities funded under the Agency's bioterrorism research portfolio. Go to www.ahrq.gov/browse/ bioterbr.htm to find out more. s New tool helps State and local officials identify alternate health care sites for use during a bioterrorism emergency New publications now available from AHRQ
